Member Reimbursement Form for Medical Claims
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NOTE: Prescription Drugs with a date of service 1/1/16 and after need to § 4 PERMANENTE
go to OptumRx for processing. Please complete the OptumRx Claim form. = = ©

ONE FORM PER PATIENT PER PROVIDER

Please print clearly, complete all sections and sign. Retain copy for personal records. Reset Form || Print
1. Patient’s Name: 2. Patient’s S, S
(Last) (First) (Middle) [Member 1.D. # |3- Patient's Date of Birth:
Patient'sSex: OIM [OF
4. Subscriber’s Name: 5. Subscriber |6. Patient’s Relationship to Subscriber:
(Last) (First) (Middle) |Member I.D. #

[0 Self O Spouse [ Child [ Other

7. Patient’s Address: 8. Patient’s type of insurance:

[0 HMO O Options/Alliant O PPO [ Medicare

9. Custodial Parent Information: For reimbursement requests from a Parent for a child (under the age of 18) when the
requesting Parent meets both of the following requirements:
1. Parent is not enrolled in the same Kaiser Permanente plan as the child
2. Parent does not reside in the same household as the subscriber under the child’s Kaiser Permanente plan

Legal Custodian’s Name: Legal Custodian’s Contact Phone #:

Custodian Requesting Reimbursement Name: Custodian Requesting Reimbursement Contact Phone #:

Address payment
is to be mailed to:

If your child is covered under two or more health plans, state law determines the order of benefits for processing claims.
10. Practitioner Information: 11. Provider Information: 12. Condition was related to:
Attending Practitioner’s Name: Provider's Name:

A. Patient’s Employment? L&l
O Yes 0O No

Referring Practitioner’s Name: Provider’s Tax I.D. #: _
B. Auto Accident?

0 Yes 0O No

Provider’s Billing Address: _
C. Date of Incident:

13. The following information must be obtained from your provider, or must be included on your itemized
statement from your provider. Do not send originals as they will not be returned to you.

Place of Service
(Office, ER, Urgent, Hospital, Clinic,
Pharmacy, Ambulance, Home)

Dates of
Service

Amount
Paid

Diagnosis Code

(DX) Procedure Codes Units/ Days
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14. Foreign Claims:

Please explain injury or illness:

For services out of country, please provide name of country:
Where services were rendered: [ Office/ Clinic

LJER 0O Urgent Care

[0 Hospital

O Pharmacy

Itemized bills, receipts, and statements must be translated prior to submittal. Translation will be at the members expense.
All Inpatient claims must be submitted with translated chart notes.

15. | have attached one of the
following proof of payments:

O The front and back of the cleared
check written to the provider, or
bank encoded copy of the front
check written to the provider.

0 A copy of a credit card statement
that includes the charges and the
provider’s name.

O A copy of the receipt, with the
provider's name and address
preprinted on the receipt.

Note: Itemized statements/ invoices
do not count as proof of payment.

16. Information about payment(s)
made:

Was there a discount for the services?
O Yes O No

If Yes, is the amount paid after the discount?
O VYes O No

Is there a balance due?
O Yes O No

Note: if there is a balance due to the
provider you may not be entitled to a refund.

17. Other Insurance information:
s the patient covered by another health
plan? I Yes 1 No

Subscriber name for other insurance:

Name of other insurance company:

Did other insurance make a payment?
1 Yes L No

If yes, include Explanation of Benefits
from other insurance plan(s).

18. Signature is required:

Signature:

| attest that the above information is true and accurate, and the services were received and paid for in the amount requested as
indicated above. | acknowledge that if any information on this form is misleading or fraudulent, my coverage may be cancelled and
I may be subject to criminal and / or civil penalties for false health care claims.

Date:

For any questions please contact Member Services toll-free at 1-888-901-4636, (TTY Relay: 711 or 1-800-833-6388).
Or visit kp.org/wa, click on “Member Services” and send an email.

Reimbursement requests will be processed within 60 days of receipt.
Itemized receipts, invoices, and proof of payment must be submitted, otherwise form may be sent back for lack of information.

Submit all documents to:

Claims Processing

Kaiser Permanente
P.O. Box 34585
Seattle, WA 98124-1585

Member Reimbursement Form for Medical Claims
Please complete all items on the claim form. If the information requested does not apply to the patient, indicate N/A (Not Applicable). Special
care should be taken when completing the following sections:

10. Practitioner Information — Please fill out attending practitioner’s name with the physician that was seen for services. Please fill referring
practitioner’s name with the physician that referred you if applicable.
11. ProviderInformation — Please fill out provider name with the name of the facility that was visited. Please fill out Provider Tax ID with the
facility’s Tax ID (this number will need to be obtained from the provider). Please fill out provider billing address with the facility’s address.

12. Condition was related to — Please indicate if the injury or reason of visit was related to your employment (L&I), or an auto accident, and

if yes to either of them please indicate the date of accident.

13. Itemization — This information must be obtained from your provider, or must be included on your itemized statement from your provider.

If this information is included on your itemized statement you can state please review attached itemized statement.
14. ForeignClaims — Please complete this section if your services were completed outside of the country, otherwise indicate N/A.
15. Proof of payment - Please indicate what type of proof of payment you have attached with this form.
16. Payment information — Please answer each question by checking the box that applies to the payment(s) you made to the provider.
17. Other insurance — Please indicate whether you have coverage from another insurance, if applicable the name of the subscriber for the
other insurance and the name of the other insurance, and indicate by checking the box if they made a payment.

18. Signature — This form must be signed and dated by either the subscriber or the patient.
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Kaiser Permanente Nondiscrimination Notice

and Language Access Services

8% KAISER PERMANENTE.

KAISER PERMANENTE NONDISCRIMINATION NOTICE

Kaiser Foundation Health Plan of Washington and Kaiser Foundation Health Plan of Washington Options, Inc.
(“Kaiser Permanente”) comply with applicable Federal civil rights laws and do not discriminate on the basis of race,
color, national origin, age, disability, or sex. Kaiser Permanente does not exclude people or treat them differently

because of race, color, national origin, age, disability, or sex.

Kaiser Permanente:

Provides free aids and services to people with disabilities to communicate effectively with us, such as:

e Qualified sign language interpreters

e Written information in other formats (large print, audio, accessible electronic formats, other formats)

Provides free language services to people whose primary language is not English, such as:

e Qualified interpreters
e Information written in other languages

If you need these services, contact the Kaiser Permanente Civil Rights Coordinator.

If you believe that Kaiser Permanente has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

Kaiser Permanente Civil Rights Coordinator, Kaiser Foundation Health Plan of Washington Headquarters,

320 Westlake Ave. N., Suite 100, GHQ-E2N, Seattle, WA 98109, 206-448-5819, 206-877-0645 (Fax),
complianceoffice@kp.org. You can file a grievance in person or by mail, fax, or email. If you need help filing a
grievance, the Kaiser Permanente Civil Rights Coordinator is available to help you. You can also file a civil rights
complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone
at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building,
Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html

LANGUAGE ACCESS SERVICES

English: ATTENTION: If you speak English, language
assistance services, free of charge, are available to you.
Call 1-888-901-4636 (TTY: 1-800-833-6388 or 711).

Espaiiol (Spanish): ATENCION: si habla espafiol,
tiene a su disposicion servicios gratuitos de asistencia
linguistica. Llame al 1-888-901-4636
(TTY:1-800-833-6388 /711).

132 (Chinese): FE: MREFEREEHC, BALL
R EREBESIEMRS. E5E 1-888-901-4636
(TTY: 1-800-833-6388/711) &

© 2017 Kaiser Foundation Health Plan of Washington
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Tiéng Viét (Vietnamese): CHU Y: Néu ban ndi Tiéng
Viét, c6 cac dich vu hé trg ngén nglt mién phi danh
cho ban. Goi s6 1-888-901-4636
(TTY: 1-800-833-6388/711) .

St = 8%

ot 0{(Korean): F£o|: $I=Z0{E ALBSIA|l= G2,

A0 x| & )\'|H|*E DEE 0|83t == UELICL

1-888-901-4636 (TTY: 1-800-833-6388 / 711) Ho 2
Hatsl FHAIL.

Pycckum (Russian): BHUMAHME: Ecnu Bbl roBopute
Ha PYCCKOM A3blKe, TO BaM JOCTYMNHbl 6ecnnaTHble
ycnyrmn nepesopa. 3soHute 1-888-901-4636
(tenetann: 1-800-833-6388 / 711).
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Filipino (Tagalog): PAUNAWA: Kung nagsasalita ka
ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa
1-888-901-4636 (TTY: 1-800-833-6388/711).

YKpaiHcbKa (Ukrainian): YBATA! Akuwo Bu
pO3MOBNAETE YKPaTHCLKOK MOBOIO, BU MOXeTe
3BEPHYTNCA A0 6E3KOLUTOBHOI CJTYXK61 MOBHOT
nigTpumkn. TenedoHyliTe 3a HOMEPOM
1-888-901-4636 (tenetann: 1-800-833-6388/711).

menigt (Khmer)s tutiine ndaSsunswies,
S gIwnA USSR A6SEOUGNHAT Gig
18301-888-901-4636 (TTY: 1-800-833-6388 / 7111

H#ASE(apanese): FEHIE | HAEAFEZINDG
&, BROEESEAY CHIBWEITE T,
1-888-901-4636 (TTY:1-800-833-6388/711) %
T, PEEICTTEE LT,

A9ICT (Amharic): 90308; 099.575+ £ ATICT hPt
PTHCHI® ACAF &CEPTE N1 AL TIHPT FHIBTPA: DL
TatAo- ¢rC Lo 1-888-901-4636

(@9t A+AGFa-: 1-800-833-6388 /711).

Oromiffa (Oromo): XIYYEEFFANNAA: Afaan
dubbattu Oroomiffa, tajaajila gargaarsa afaanii,

kanfaltiidhaan ala, ni argama. Bilbilaa
1-888-901-4636 (TTY: 1-800-833-6388 / 711).

&b Dl slas g saclie o J sanll 32 201 :(Arabic) 4l
i) Bae L) Cilads ol el SH Gaaats <€ 1) ik sale
1-888-901-4636 8 ol _coally ol il 55

(711 /1-800-833-6388 :aSull 5 muall iila 48 )

UATS (Punjabi) fimis fe€: 7 37 Urrst S8 I,
37 377 &9 AIfesT AT 3973 B8 Hes Guseg J)
1-888-901-4636 (TTY: 1-800-833-6388/711)

‘3 TS T

Deutsch (German): ACHTUNG: Wenn Sie Deutsch
sprechen, stehen Thnen kostenlos sprachliche

Hilfsdienstleistungen zur Verfigung. Rufnummer:
1-888-901-4636 (TTY: 1-800-833-6388 / 711).

w1210 (Lao): TUOgw: 1191 g, Nl
Inugoucisdiuwinl, touuEsen, cluldeutinaw.
s 1-888-901-4636 (TTY: 1-800-833-6388 / 711).

Srpsko-hrvatski (Serbo-Croatian): OBAVIESTENJE
Ako govorite srpsko-hrvatski, usluge jezicke pomoci
dostupne su vam besplatno. Nazovite
1-888-901-4636 (TTY- Telefon za osobe sa oste¢enim
govorom ili sluhom: 1-800-833-6388 / 711).

Francais (French): ATTENTION : Sivous parlez
francais, des services d’aide linguistique vous sont
proposés gratuitement. Appelez le 1-888-901-4636
(ATS: 1-800-833-6388 / 711).

Romana (Romanian): ATENTIE: Dacd vorbiti limba
romdand, va stau la dispozitie servicii de asistenta
lingvisticd, gratuit. Sunatila 1-888-901-4636

(TTY: 1-800-833-6388/711).

Adamawa (Fulfulde): MAANDO: To a waawi
[Adamawa], e woodi ballooji-ma to ekkitaaki wolde
caahu. Noddu 1-888-901-4636

(TTY: 1-800-833-6388/711).

W o K3 o b4 R raags (Farsi) oaotd
Ll (e aal i Lad )y O8G1 @y sy (Sl ) COgss
o3 (TTY: 1-800-833-6388 / 711) 1-888-901-4636
RIPEW
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